We aimed to present our method called as new isolation technique with stopper (NITS) to manage enteroatmospheric fistula (EAF) in an open abdomen (OA). The patient was a 71-year-old male with Hartmann colostomy and incisional hernia. A dual mesh was used for incisional hernia repair after colorectal anastomosis. The patient was urgently re-admitted to hospital due to EAF on the postoperative 30th day. The NITS application was performed twice at different times. General anesthesia was not required for the applications, but sterile conditions in operation room were provided. A Penrose drain was sutured with 5/0 polydioxanone onto the mucosa of EAF orifice. A small pool was created to protect enteric content from leakage. The leak test was performed by spilling saline into this pool. The sponge with visceral organ protector around the pool was adhered by adhesive sterile drape, and one opening was performed on drape. Negative pressure therapy was launched with -75 mmHg in continuous form. EAF was isolated from the OA wound and sponge with the help of stopper performed with adaptable and obstacle ring paste. After these two applications, EAF was converted to stoma. The anastomosis of small intestine was performed 45 days later. In our NITS system, control of EAF may be successfully provided besides prevention of loss of enteric fluid and electrolyte. Advantages of NITS: 1) Successful control in all types of EAF is possible with NITS. 2) The required material for NITS system can be found easily. 3) All types of EAF can be converted into stoma in a short time. Consequently, the therapy of EAF in Björck 4 OA patients may be carried out successfully with NITS method.
INTRODUCTION
The enteroatmospheric fistula (EAF) has been described as a fistula that directly opens the gastrointestinal tract to the atmosphere without any canal. [1, 2] Open abdomen (OA) practice provides the survival in cases such as severe generalized peritonitis, severe pancreatitis, abdominal aortic aneurysm rupture, acute mesenteric ischemia, damage-control surgery after trauma, and abdominal compartment syndrome, but its application is a challenging strategy. EAF in an OA is a feared complication that can cause death. If EAF takes place, therapy of the patients with OA gets harder, and the likelihood of mortality and morbidity also increases. [1] The identified treatment methods for EAF are biological dressings, vacuum-assisted closure (VAC), application of fibrin glue, sump drainage, primary suturing, and fistula VAC technique. It is essential to control the enteric effluent of EAF. The uncontrolled flow of EAF makes it difficult to heal the wound with irritation of the surrounding skin due to persistent contamination. [2] EAF associated with frozen OA is classified as Björck 4 OA. [1] It may not always be possible to prevent persistent contamination and chemical irritation caused by EAF in the patients with Björck 4 OA. If the isolation of the EAF is not fully achieved in these patients, their death is usually the clear outcome due to sepsis. This case report describes our experience with negative pressure therapy (NPT) in the management of EAF in an OA.
CASE REPORT
We aimed to present our method called as new isolation technique with stopper (NITS), performed by modifying "fistula isolation by suturing the Penrose drain to the mucosa of orifice of EAF" (FISPME) method. In a short time, condition of our patient with EAF in Björck 4 OA improved thanks to this method without excessive fluid losses, electrolyte and acid-base disturbances, and septic complications.
The patient, a 71-year-old male, was operated 13 months after his first surgery for the closure of the previous Hartmann colostomy and incisional hernia. A dual mesh was used for incisional hernia repair after colorectal anastomosis. After discharge, the patient was urgently re-admitted to hospital due to EAF 30 days after surgery (Fig. 1a) . Informed consent was obtained from the patient, and he was operated 32 days after surgery for the first NITS application. The application was performed twice at different times. The second NITS was performed 55 days after surgery. The second NITS was performed when the first NITS broke down. General anesthesia was not required for the applications, but sterile conditions in operation room were provided. A Penrose drain was sutured with 5/0 polydioxanone onto the mucosa of EAF orifice (Fig.  1b) . A small volume pool was created by suturing the Penrose drain to avoid leakage of enteric content. The leak test was performed by spilling saline into this pool. A pool area was created on the sponge of NPT. The sponge with visceral organ protector around the pool was applied according to OA wound, and sutured to the top edge of Penrose. A small dry gauze was placed in this pool. The gauze in this pool and the sponge with visceral organ protector around of the pool was adhered by adhesive sterile drape, and one opening was performed on drape. The collecting system channel of NPT was affixed to this opening. NPT was launched with −75 mmHg in continuous form. The drape on this pool was opened by cutting, and the gauze was removed. EAF was isolated from the OA wound and sponge with the help of stopper performed with adaptable and obstacle ring paste (Fig. 1c) . After these two applications, EAF was converted to stoma 58 days after surgery. Stoma bag was applied to enterostomy, and the patient was discharged 75 days after surgery. After 58 days of discharge, side-to-side anastomosis was performed with the linear cutter by releasing the afferent and efferent small intestine loops of the stoma (Fig. 2a) . The patient was discharged 12 days after last surgery as fully recovered (Fig. 2b) .
DISCUSSION
When NPT was introduced, some considered the usage of vacuum therapy for fistula improvement a contraindication. However, nowadays the use of NPT has been reported in several case report and case series with excellent results. [3] In 2017, Yetisir et al. [4] described an innovative technique called FISPME that is applied with VAC to treat EAF in Björck 4 OA patients. Our technique is a modification of the technique described by Yetisir et al., but there are significant differences in both application technique and post-application nutrition. Because we isolated EAF with stopper, a stoma bag did not need to stick around the EAF orifice. Thus, there was no loss of excess fluid and electrolyte from EAF. The patients with EAF are hypercatabolic, and their health rapidly deteriorate. Nutritional support for these patients is an important predictor for survival. We preferred total parenteral nutrition support for short time although enteral nutrition was preferred by Yetisir et al.
In Björck 4 OA patients, proximal diversion of enteric contents is not possible. However, isolation techniques of the enteric contents are possible for control of the EAF in these patients. These techniques were described by D'Hondt and Jannasch in 2011. [3, 5] Afterwards, some techniques such as floating stoma, fistula VAC, tube VAC, nipple VAC, ring and silo VAC were described by Marinis et al. [2] in 2013. Applications of these techniques are not easy for EAF. The leak from EAF to surface of the OA wound is an important problem for all these EAF control systems. The leak always occurs because isolation of the enteric contents may not be successfully performed. These control systems fail every time.
In our NITS system, control of EAF may be successfully provided besides prevention of loss of enteric fluid and electrolyte. Advantages of NITS: 1) Successful control in all types of EAF is possible with NITS. 2) The required material for NITS system can be found easily. 3) All types of EAF can be converted into stoma in a short time. Consequently, the therapy of EAF in Björck 4 OA patients may be carried out successfully with NITS method.
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